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Treatment of nail disorders

Treatment of chronic paronychia

Keep hands as dry as possible
Treat episodes of inflammation with oral
antibiotics
Long term application of ointment
containing nystatin or antiseptic paint, eg
gentian violet

Further reading
Samman PD. The nails in disease. 3rd ed. London:
Heinemann, 1978.

Baran R, Dawber RPR. Diseases ofthe nail and their
management. Oxford: Blackwell Scientific, 1984.

Few specific treatments are successful for nail disorders, except for
fungal infections, which are usually treated with oral griseofulvin.
Griseofulvin may need to be given for more than a year and even then may
not produce complete clearance, particularly ofthe toenails. Tablets should
be taken with food. Like many treatments, griseofulvin should not be given
in pregnancy. Side effects commonly consist ofgastrointestinal
disturbances and less commonly headaches, photosensitivity, and allergic
reactions. Ketoconazole is an alternative and it needs to be given for the
same length oftime. Liver toxicity has been reported and regular
monitoring is necessary.

Other nail dystrophies
Psoriatic nail changes may improve ifthe general state of the skin

improves. Potent topical steroids applied locally can produce some
improvement but relapse is frequent.

Local eczematous disease-Changes related to a local eczematous process
will gradually improve ifthe local skin remains clear.

Non-scarring lichen planus improves spontaneously. Progressive scarring
may be helped by oral steroids. The nail change ofalopecia areata may
persist after the hair loss has recovered. Treatment is unhelpful.

Local trauma-Problems related to local trauma, particularly chronic
paronychia, lamellar splitting, and onycholysis, will improve ifthe
underlying factors can be removed.

Dr A L Wright, MRCP, is senior registrar in dermatology, Royal Hallamshire Hospital,
Sheffield.

Medicolegal

Settlement of the benoxaprofen case

CLARE DYER

On 9 December Mr Justice Hirst, the judge in the benoxaprofen
case, announced the terms ofan offer of settlement by Eli Lilly, the
drug's manufacturer-or, rather, he announced the terms that Lilly
was willing to make public. The most important term, the size ofthe
settlement-£2 275 000 to be divided among some 1200 plaintiffs-
was shrouded in secrecy, although it was described as "despicable
and insulting, yet totally legal" by Miss Kathleen Grasham,
chairman of the Opren Action Committee, whose elderly mother
died from Stevens-Johnson syndrome and renal failure after taking
the drug. The offer has been made without any admission that the
drug caused the injuries or that Lilly is liable.

Benoxaprofen, marketed in the United Kingdom as Opren, was
withdrawn from sale in the United Kingdom in 1982 after a report in
the BMJ of the deaths of five elderly patients who had taken
the drug.' Trials of the drug, which has been implicated in more
than 60 deaths, took place largely in the United Kingdom, where it
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was on the market for two years. In America, where the drug was
known as Oraflex, it was withdrawn after only three months.
The case is the biggest personal injury claim ever to reach the

English courts not only in terms of the number of plaintiffs but also
in terms of the numbers of documents disclosed (1 -2 million), the
number ofmedical experts consulted (between 20 and 30 doctors for
the plaintiffs alone), and the costs (nearly £4 million to date, which
Lilly has agreed to pay). The defendants are not only the American
parent company, Eli Lilly and Co, but also three subsidiaries in the
United Kingdom and two governmental bodies, the Committee on
Safety of Medicines and the Licensing Authority under the
Medicines Act 1968 (the Department ofHealth and Social Security).
The government defendants, who also deny liability, will not be
contributing to the offer of compensation.

Complications of legal aid
The tragedy ofthe case, said Miss Grasham, is that the defendants

"have been able to use the system to their advantage." The litigation
has had a chequered history. The plaintiffs' lawyers originally
hoped for an American trial, but a judge in Indianapolis, where
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Lilly has its headquarters, decided in 1984 that the English courts
would be a more appropriate forum. But as the case has progressed
through those courts it has shown just how ill suited the English
legal system and the legal aid scheme are for mass personal injury
litigation, particularly when some plaintiffs receive legal aid and
some do not.
About 500 of the claimants in the benoxaprofen case were not

receiving legal aid either because they did not qualify financially or
because the rules would have required them to hand over a large
chunk of their savings at the beginning of the case, savings that
many of them relied on for part of their income. The rules for legal
aid discriminate against elderly people who have built up a nest egg
for their retirement. The plaintiffs' lawyers hoped to choose some
dozen test cases to represent the different alleged side effects and the
different issues in the litigation, which all would have been legal aid
cases. The Court of Appeal, however, ruled last May that all the
plaintiffs, whether receiving legal aid or not, would have to share the
costs, which could have totalled £6 million if the case went to trial.2
Most ofthe plaintiffs receiving legal aid were resigning themselves

to dropping their claims when a "fairy godparent," property
developer Godfrey Bradman, offered to underwrite their legal costs.
Had he not done so even the plaintiffs receiving legal aid might well
have had to pull out because with fewer plaintiffs left in the case the
costs liability for each would have been higher and could well have
wiped out their compensation if, for instance, they had won on one
issue and lost on another or won against Lilly but lost against the
government.

How claims are to be settled

Some of the claims have been brought on behalf of the estates of
elderly people who died after taking the drug, mainly from liver or
kidney failure. In Britain the death of an elderly person with
no dependants is worth only a few thousand pounds (mainly
compensation for pain and suffering undergone before death). A
surviving spouse, if there is one, is entitled to a statutory £3500. The
settlement offer-which would pay a lot less than £5000 for the
death of an elderly person with no dependants-contrasts strikingly
with the $6 million award by a jury to the son ofan elderly American
victim of the drug. Most of that sum was punitive damages, which
are awarded when a jury believes that a defendant has been reckless
or grossly negligent about safety. The nearest equivalent in the
English legal system, exemplary damages, is awarded sparingly.
Lilly has won in two other cases that went to trial in America but has
settled out of court in an unknown number of American cases.
(Swearing plaintiffs to secrecy as part of the deal has long been a
feature of American drug injury settlements; in Britain this
practice, introduced by American drug companies during the past
decade, has also become quite common.)
The settlement figure was reached by estimating what each of the

claims would fetch if the cases went to court, totalling the sums, and
applying a discount (the size of which is also secret but probably
around 30%). A discount from the full value of the claim is usual
when cases are settled out of court because the plaintiff not only
receives the money early-in this case possibly as much as four years
early-but also escapes the risk of losing the case altogether and
ending up with nothing.

Claimants allege a variety of side effects. Almost all claim to suffer
from photosensitivity. One stumbling block to an early settlement
of the claims-the drug was withdrawn five years ago-was the
company's reluctance to compensate for side effects that it had
warned about, including photosensitivity. The warnings, however,
were of "mild and transient" reactions to sunlight. Many of the
plaintiffs claim to have suffered severe reactions, and some say that
they still cannot expose themselves to the sun without extreme
discomfort. Lilly has now agreed that it will pay compensation
provided a medical practitioner has attributed a plaintiff's injury to
benoxaprofen. The only exceptions are when the injury or side
effect "corresponds in duration and severity" with the terms of
warnings in data sheets and other promotional material and when
the side effect is too minor to justify court proceedings. Lawyers

estimate that around 100 of the 1300 claimants will probably be
disqualified under these rules.
The six main firms of solicitors, with the advice of leading and

junior counsel, will allocate a share of the total settlement to each
claimant on the basis of medical reports. Anyone who is excluded
under the rules or who questions the size of his or her allocation will
be able to ask the court to arbitrate. Claimants will not be paid
compensation unless they undertake to acknowledge Lilly's
non-acceptance of liability, not to disclose the financial terms, and
not to campaign further against Lilly. The lawyers concerned will
also be required to undertake to keep the terms of settlement
confidential and not to campaign against Lilly.
Most controversially, as a condition of the settlement the

solicitors have been asked to undertake not to act for any future
claimants against Lilly. This is common practice in America when
drug firms settle a mass claim-for example, in the litigation over
the Dalkon Shield intrauterine contraceptive device-but has so far
not been a feature of litigation in the United Kingdom. It may even
breach the professional rule which requires that prospective clients
should be free to choose their own solicitor. To insist on it in this
case would mean that 550 claimants who are not included in the
offer of compensation (because they issued their writs after the
deadline or have not yet issued writs) will have no access to the skill
of nearly 300 solicitors' firms, including most if not all of those with
experience of large drugs claims and all of those with detailed
knowledge of this case accumulated during five years of litigation in
Britain and America.

Repercussions for future litigation

The claimants in the benoxaprofen case will not have much choice
but to accept the offer. However low the compensation seems it is in
line with the sum a court would award, less a discount for early
settlement. The legal aid authorities will usually withdraw aid from
a plaintiff who turns down an offer of settlement recommended as
proper by his legal advisers, as this one has been. When explaining
the terms of the offer Mr Justice Hirst pointed out that plaintiffs
who had received legal aid should be aware that, should they reject
the offer against legal advice, there was a risk that their legal aid
certificates would not be continued.
The drawbacks in the legal system of England and Wales that

have been shown up by the Opren saga will probably result in some
reform at least to allow a form of class action that could dispose of
several claims in a single action. The Civil Justice Review, an
important review of the civil litigation system in England and
Wales, has this subject on its agenda, as has the Law Society's civil
litigation committee. But class actions will not solve all the problems
of funding litigation against huge corporations. The Law Society
has suggested that legal aid should be available without a means test
in cases of public interest such as this against Lilly but with a
clawback from the compensation if full costs are not recovered from
the other side. But in cases when each person's entitlement is small
that could leave little or nothing to show for years of litigation. The
only satisfactory answer seems to be a no fault compensation fund,
funded by the pharmaceutical industry, for victims of drug injury.
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Correction

Comroe and Dripps revisited

In the article by Dr Richard Smith (28 November, p 1404) an error
occurred in the diagram showing the development of erythropoietin. At the
bottom ofthe figure Eschbach et al are shown as coming from the UK. In fact
they come from the United States. We apologise to Professor Eschbach for
the mistake.


